Though its was finally rejected it seemed to have had some metabolic effect. 22 Infusions of plasma or white blood cells into patients with mucopolysaccharide storage disorders have been found to clear some of the excess accumulation23 and even to have produced clinical improvement, though it does not always work. '4 One of the most promising novelties is the invention of liposomes, which are little spheres composed of alternating layers of lipids and water within which soluble substancesproteins, including enzymes, or drugs-can be trapped. They are made of physiological materials-for example, cholesterolcan be broken down by cells, do not leak, and their contents can be washed off their surface. Injected intravenously they are removed from the blood within minutes and taken up by the liver and spleen, where they enter the cell and get into the lysosomes in usable form.25 This has happy implications for the treatment of storage diseases and, if drugs and immunoglobulins are usable, perhaps for cancer too.
Brady suggested in 196626 that we might one day be able to control inborn errors of metabolism by feeding in the required messenger RNA or DNA, and that day seems nearer now. It has not yet been done with liposomes but attempts have been made with viruses; a bacteriophage (the X-phage of Escherichia coli) carries the gene which is missing in galactosaemia. In fibroblast culture of cells from a patient with this disease the phage was shown to provide the enzyme and prolong the life of the cells. '7 The Shope virus causes papillomata in rabbits but it also carries arginase, the enzyme which is missing in argininaemia, and the living virus has been injected into two children in the hope of terminating this disease,28 presumably unsuccessfully as no more has been heard of it. Such a treatment if successful would be one stage further on than injecting the enzyme, being really a graft at intracellular level.
It would be a brave new world that had such creatures in it. 22 Groth, C. G., et 26 applicants on the basis of a day-long selection procedure which tried to assess clinical knowledge, initiative, and capacity for independent work and responsibility. Mean intelligence (scored after selection) was 119. The training programme assessment of research results absorbed the full-time energies of a research psychiatrist (initially J.C. and then R.P.) and a research psychologist (R.S.H.). A full-time secretary coped with the great secretarial load generated in the treatment unit.
Training began with two weeks of introductory tutorials on psychiatric syndromes and principles and methods of behavioural psychotherapy. Small group tutorials continued throughout training. The mainstay of training, however, was by trainees observing their supervisor carrying out treatment and then taking over the therapeutic role from him so that they become the main therapists. One-way observation screens and closed circuit television with videotape facilities were used. Within a few weeks of beginning training each trainee had a patient in treatment, starting with simple phobics and progressing to patients with more difficult problems such as agoraphobia, which was often complicated by marital and sexual disorders. Training followed the apprenticeship model used in the training of trainee psychiatrists. As nurse therapists increased in competence and self-confidence "look and learn" instruction was replaced by weekly supervisory sessions with the psychiatrist or psychologist. When new methods of treatment or new kinds of patients were introduced for the first time the supervisor again demonstrated treatment first before trainees took over. Supervision of patients was helped by regular ratings of patient progress on target problems and detailed records which trainees kept of every treatment session. All patients were fully rated before and after treatment and at follow-up at one, six, and 12 months. These ratings formed the criteria by which the overall effectiveness of training and treatment was judged.
Trainees attended 43 formal seminars and a weekly group supervision of patient problems. Supervision occupied almost 50% of trainee's time at the start of training but dropped to only half an hour's consultation a week when the therapists were seconded to hospitals two years later. As well as the principles of behavioural psychotherapy the therapists were also trained in analysis and measurement of patient problems, selection of treatment, documentation of progress, organization of work load, and methods of communication between therapist, patient, relatives, and other members of staff. The trainees thought that they learned most from their actual treatment of patients and their formal instruction in relevant theory and practice and less from the teaching of psychiatric phenomenology, much of which they already knew. Therapists' attitudes were measured and showed a heightened self-reliance during the first six months and increasing respect for active rather than interpretive psychotherapy. 
Measures and Outcome
Before treatment began each patient agreed with his therapist the main (target) problems which were to be treated. These were clearly defined and rated on a 0-8 scale (8 denoted maximum dysfunction) at the start and end of treatment and after one, six, and 12 months, follow up. Ratings were made by patients themselves, the therapist, and, in 70 cases, by an independent assessor (a clinical psychologist) outside the training scheme. Reliability among the three raters for phobic targets was high (mean r = 0-91) during training and secondment. In addition to the target problems patients were also rated on work and leisure adjustment and, where relevant, on a specially constructed fear survey schedule, obsessive check list, and measures of sexual behaviour and attitude. Fig. 1 under her pillow. The couple were coaxed to touch each other more intimately each weekend until they achieved their previous level of petting with less dread and more pleasure. The parents and fiance reported back on progress after each weekend.
Results

TREATMENT OF PHOBIC PATIENTS
After 25 hours of treatment given over 47 sessions the patient returned to work, soap usage remaining at one bar every two weeks. Her improvement remained at one year follow-up. Soap usage was normal as was sexual foreplay. She went abroad on holiday without the contamination fears which had formerly made such trips impossible. She was promoted at work and was able to be in charge of the normal security routine in her bank, which involved 13 locks. She allowed her parents to go on holiday and leave her alone in charge of the home, which she could not contemplate formerly.
She was able to shop regularly without her mother's presence being necessary to drag her away from checking rituals, and at home helped with preparation of meals, which contamination fears had previously prevented her from doing. There were no residual compulsions. CASE 
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The patients were a 40-year-old clerk and her 46-year-old husband, who was an engineer; both were employed by the G.P.O. The marriage was unconsummated after 10 years' marriage due to both vaginismus and premature ejaculation, sexual relations being confined to weekly mutual masturbation.
Both partners had been sexually naive before marriage. The wife had always been timid and nervous, agoraphobic for 15 years, and in the last year could not leave the house alone.
The sexual and agoraphobic problems were treated concomitantly. In treatment the first half of each session was devoted to conjoint interview of both patients by the nurse therapist on the sexual problem and the second half to individual treatment of the wife's agoraphobia. A sexual training programme was devised. Homework instructions between sessions were for the patients to caress one another's bodies, including their genitals, for 15 minute periods over three days but without having sexual intercourse. By the next (3rd) session two weeks later both reported increased sexual arousal and less anxiety during caressing. The wife had exceeded instructions in allowing her husband to insert one finger into her vagina. They were now asked to prolong their caressing from 15 to 30 minutes, to buy a vaginal lubricant, and with its aid to increase digital exploration of the vagina first by the wife and then by the husband. Different finger widths were to be used as vaginal dilators. Coitus was still banned. By three weeks later (session 5) the husband had achieved one inch of penile insertion with intravaginal ejaculation for the first time. More homework was set with further mutual caressing and finger exercises to dilate the vagina. The husband was to try deeper and more prolonged penile penetration but not to move during intromission.
Gradually penile intromission became deeper and longer, though ejaculation remained slightly premature. Both partners enjoyed coitus and felt content though coital frequency was only once a week. After the 7th session both said they were satisfied with the progress they had achieved and did not want further treatment.
The wife's agoraphobia was treated individually during the second half of each of the seven sessions. Her most disabling fear was crossing a moderately busy street and shopping alone. Treatment was by graduated exposure to these situations, first with and then witout the therapist, with homework exercises to continue along these lines between sessions. She was asked to cross roads of gradually increasing difficulty regarding traffic, parked cars, and restricted visibility for crossing. At first she was accompanied by her nurse therapist and then was supervised from a short distance away. Exposure sessions evoked high anxiety with each new situation, but she became used to the exposure during the sessions. She improved to the point where she was able to leave her home and shop alone in the centre of town.
Altogether the seven treatment sessions involved nine and a half hours devoted to the non-consummation and five hours (including three hours of exposure in vivo with the therapist) to the agoraphobia. At six-month follow-up the couple were pleased with the continuing improvements in their sexual adjustment and the phobia and felt no need for further treatment of their residual difficulties.
WORK OUTPUT OF THERAPISTS
During training and early secondment nurse therapists spent about 13 hours a week in contact with patients, a figure similar to that spent with patients by psychiatrists in training. Only once did a patient complain that he was being treated "only by a nurse." The nurse therapists coped sensitively with a wide spectrum of behavioural problems including sexual disturbances. All nurse therapists were offered incentives to remain at their secondment hospitals and the general practice when the research programme finished, and several other hospitals offered them jobs. Consultant psychiatrists at the secondment hospitals regarded the nurse therapists highly and found that many patients who were previously denied adequate treatment facilities could be treated. About 10% of their routine outpatients were suitable for treatment by the nurse therapists. All the nurse therapists were pleased with their new-found autonomy and felt that the scheme as a whole represented a significant advance for the nursing profession.
Professional Implications Three members of the research programme were recruited by the J.B.C.N.S. on to a panel which devised a post-certificate syllabus in adult behavioural psychotherapy. Construction of this syllabus was greatly helped by findings from the operational research programme. The 18-month syllabus has been approved nationally by the J.B.C.N.S. for England and Wales so that other hospitals may run this course. The advent of sufficient nurse therapists could make significant inroads into meeting the treatrLent needs of a substantial proportion of the neurotic population. The second course at the Maudsley Hospital started in April 1975; there were 33 applications for the six places available on the course. The high calibre of applicants posed problems for selection but augured well for the future of nurse therapy.
Nurse therapists not only add to the attractiveness of nursing as a profession but also extend the therapeutic arm of doctors and psychologists in whose teams they work. During their secondment the nurse therapists needed only half an hour's consultation (rather than supervision) a week with the team leader. Leaders of teams in which nurse therapists work need a fair knowledge of behavioural psychotherapy and the training of doctors and psychologists may feel threatened by this new breed of nurses but studies into the composition and operation of treatment teams for neurotic problems in hospitals and the community are needed. One nurse therapist worked successfully in a group general practice and nurse therapists may have a useful part to play in general practice, perhaps working alongside community nurses.
One problem remains to be solved. At present nursing is arranged so that promotion involves rising either through an administrative or a teaching ladder. Neither ladder allows nurses to retain much clinical contact with patients after promotion above the level of charge nurse/sister. In this respect nursing is different from medicine or clinical psychology, whose practitioners can retain their clinical function even at the top of their professional hierarchy. As the British MedicalJournal concluded recently,' "It is up to the nursing profession to provide the necessary career structure for the clinical nurse."
